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CHAPTER I 
INTRODUCTION 
This is a study of the attitudes of mothers of acting out, latency 
aged boys, toward their sons and their sons problems; of the mothers 1 
degrees of willingness to involve themselves in the helping process; and 
of the information that the mothers gave regarding· their own early life, 
which might suggest reasons why the mothers' children are now pre- , 
senting problems. The attitudes and information explored in this study 
were indicated by the mothers during the intake process at a child 
guidance clinic. 
Children who act out afford child guidance clinks with one of 
their most frequent and probably greatest challenge. Not only do these 
children, by the nature of their symptomotology, cause distress and 
disturbance in the home, but they stimulate the concern of the neighbor-
hoods, of the schools, and ultimately of the law enforcement authorities. 
In an effort to determine if the information given and the attitudes 
indicated by the mothers of acting out boys were unique to them, a com-
parison group of mothers of children with the diametrically opposed 
symptomotology of being overly inhibited was selected. These two groups 
are dynamically comparable, since both the acting out child and the in-
hibited child have problems involving the management_of aggression. 
Inhibited children, like the acting out children, also, constitute a large 
percentage of a child guidance clinic 1s population. However, not only do 
the inhibited children cause less overall concern, but it is quite generally 
agreed that they are more amenable to therapy and are more successfully 
treated than are the children who act out. 
Since aside from constitutional factors and acts of fate, the 
1 
behavior that young children manifest is largely determined by the 
emotional clhnate set by their mothers' attitudes, it would seem to 
follow that the kinds of pathological behavior that children exhibit would, 
to a great extent, be the end product of certain kinds of maternal atti-
tudes. 
It is hoped that this study, by exploring the information and 
attitudes given at intake by these two groups of mothers, will point to 
some factors which may increase both our understandings of the mothers 
of acting out children and of their relationships with their children. 
Also, since this is an intake study, it may indicate to caseworkers some 
areas for particular concern when attempting to involve these mothers 
in the helping process, and when working out treatment plans for them. 
2 
CHAPTER II 
THEORETICAL CONSIDEM TIONS 
i 
I 
I 
In the first hal£ of this century, the g~owing field of applied 
' 
psychoanalysis gave strong ixnpetus to the th~ory and practice of child 
I 
guidance. The early mental hygienists envis~oned the day when the child 
guidance clinic would serve as a prophylaxis ~gainst adult mental illness. 
i The concept grew I 
that mental illness of many adult pati~nts had its beginnings 
in childhood, and so it becarrie eviden~ that helping children 
with their emotional problems rould minixnize serious 
mental disease in later years. / 
I 
i 
The contributions of psychoanalysis, 'fith their insights into the 
effects of the unconscious, the crucialness ofiinfantile experiences, and 
particularly the dynamics of intrafamilial relltionships, profoundly 
I 
I 
altered the focus of the child guidance clinicsi They had previously 
! 
leaned heavily on the premise that emotional :Problems were, to a great 
I 
·extent, due to constitutional weakness and fau~ty training. However, the 
! 
formulations of psychoanalysis discredited th~se concepts and resulted 
I 
I 
in a shift in focus to the parent-child relation~hips, and particularly to 
I 
the mother-child relationships. It was realiz~d that pathological be-
l 
havior in children could not be corrected by r~direction and guidance; 
i 
but that therapeutic efforts would have to be ~rected toward the uncon-
~cious motivations in the parent-child interac~ion. 
i 
This new knowledge necessitated a ch~nge both in scope and pur-
pose for the child guidance clinics and develo:fed into the current practice 
of employing the allied disciplines of psychia~ry, social work and psycholog lr 
I 
to carry out the diagnositc and treatment res~onsibilities. 
I 
1Walter A. Friedlander, Introduction Ito Social Welfare, p. 394. 
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Both because of tradition and training, it is usually the social 
worker with whom the client first has contact at a clinic. Fabian states 
that 
the social worker, because of her experience in assessing 
social as well as psychological pathology, and her famili-
arity with other agencies, and the recreational, welfare 
and institutional resources of the commu~ity, usually per-
forms this pre-diagnostic screening job. 
In a child guidance clinic it is, of cou;rse, the parents of a child 
and most often the mother who is initially seen at the clinic and who pre-
sents the problem in behalf of the child. In these agencies, the social 
worker, by continued emotional involvement with the parents and objec-
tivity, must be able to assess the degree of pathology while helping the 
parent to see his or her role in the child1 s problem and the necessity of 
help for the child through help for themselves. Hallowitz and Cutler 
write that the dynamics of the intake process in a child guidance clinic 
include efforts to 
1) help the parents give sufficient information about the 
child1 s presenting problem together with the development-
al and etiological factors; and, 2) to help them bring out 
as much of their own feelings as possible, both as they 3 
exist in the present and as they come alive in retrospect. 
The intake interviews by the social worker in clinics are no longer 
merely aimed at the procurement of social history, but must be beginning 
steps toward involving the client in the helping and treatment situation. 
2 Abraham A. Fabian, "The Contributions of Psychoanalysis to the 
Child Guidance Unit, 11 Psychoanalysis and Social Work, 1953, p. 136. 
3David Hallowitz and Albert V. Cutter, "Intake and the Waiting 
List: A Differential Approach, 11 Social Casework, December, 1954, 
p. 22. 
4 
I 
Anderson and Kieser state that it should be a reality testing experience 
for the client during which he can accomplish the following: 
1) 
2) 
3) 
4) 
Bring into focus and clarify the problems for which he 
is seeking help. 
Evaluate what he has already tried to do about his 
problem. 
Assess his motivation for utilizing help and identifying 
some of his resistances for entering treatment. 
Decide whether the service he wants is available under· 
di . h 4 con t1ons e can accept. 
Since a child1 s physical and emotional environment is inextricably 
bound to and dependent upon his parents and their attitudes toward him, 
treatment of the child seldom can be successfully undertaken without in-:- . 
volvement in treatment of one or both parents. 
While it is true that a child's problems are the result of disequili-
brium in the whole family structure, his behavior is probably most pro-
nouncedly a reflection of his interaction with his mother. Psychoanalysis 
holds to the tenet that "a child's symptoms can only be fully understood 
within the frame of the child1 s environment and particularly the relation-
ship with his mother. 115 
If this is true, allowing for constitutional pr~dispositions and un-
' 
controllable acts of fate, the kinds and ~egree of sy!nptomotology that 
children present must, to a large extent, be related to and/or the result 
of certain kinds of maternal attitudes. Fabian has written th:at 
all classifications of childhood problems, if they ignore 
familial and particularly maternal psychopathology, focus 
on fragments while obscuring tge total gestalt, even if it 
gives peace to the statistician. . · 
S:Delwin M. Anderson and Frank Kieser, ·'"Helping Towards Help; 
The Intake Interview,11 Social Casework, February, 1954, p. 16 
5Mellitta Sperling, uThe Neurotic Child and His Mother, 11 The Am-
erican Journal of Orthopsychiatry, Vol. 21, April 1951, p. 351. 
6 F b' . 124 a 1an, op. c1t. , p. 
5 
When one explores the relationship between childhood pathology 
and maternal attitudes, it must always be borne in mind that the maternal 
attitudes, thems.elves, are, for the most part, derivatives of the mother' 
own early life experiences. They stem from the experiences of the 
mother carried over to another generation. As Gordon Hamilton notes, 
11It is not the child that the mother rejects, but the child has touched off 
her feeling of being unloved by her own parents; her own immaturity, and 
emotional instability. u 7 Because of this, a mother's attitude towards 
her own child can only be thoroughly understood in light of the mother's 
own childhood experiences. 
The mothers of latency aged hoys were selected for this study, 
since this group of children constitute the bulk of a child guidance clinic 1 s 
population. During latency, 11 the period of personality development in the 
child's l~e between the ages of six and ten or from the sixth year to the 
. $ 
onset of puberty, 11 the child must, to some degree, sever the intense 
bond that he has had with his parents, and turn to the wider environment 
of school, neighborhood and peer groups for many of his emotional out-
lets. Because of this inevitable encounter with a wider enmronment, 
11 the nature of a child's relationship to his parents is often revealed for 
the first time during the latency period. 119 What the child has learned to 
expect from his parents, and particularly from his intimate day to day 
association with his mother, he will expect from those that he will en-
counter outside of the family group. If his earliest experiences had been 
7Gordon Hamilton, Psychotherapy in Child Guidance, p. 277. 
@0. Spurgeon English, and Gerard H. J. Peatrson, The Emotional 
Problems of Living, p. 133 
9
rrene M. Josselyn, Psychosocial Development of Children, p. 88·! 
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adverse, the new relationships, frustrations, dangers, and challenges 
that he encounters will often be handled by the child with symptom 
formations. 
Therefore, the experiences of latency are, by and large, only the 
precipitants of disturbances that have their roots in the child1 s earliest 
relationships. Gerard states that 
the causative factors in the emotional problems of ITatency age4J 
children are multiple. The same attitudes of parents which 
produced problems in infancy, if unchanged, continue to inter-
fere with normal and adquate development: lack of love, 
neglect, rejection, cruelty, perfectionistic demands for 
good behavior, inconsistency and the like. 10 
Bettleheim and Sylvester have also commented on some of the 
factors involved leading to emotional disturbances in latency. They write 
that 
a child whose parents have failed to provide for his primi-
tive needs will at later stages of development tend to 
experience all complexities of the outside world as repli-
cas of the original frustrations ... Such unresolved needs 
and their compensatory magic account for dysfunction 
during the latency period, when cultural realities first 
become :m:nea.ningful to the child. 11 
The presentation of symptoms or the intensification of symptoms 
during the normally quiescent period of latency are preceded by adverse 
situations and, in particular, adverse maternal attitudes that have ex-
tended through the earlier life of the child. Symptoms are often brought 
into prominence during this period since the child must face and cope with 
10 Margaret Gerard, The Emotionally Disturbed Child, p. 31. 
11
Bruno Bettleheim, and Emmy Sylvester, "Notes on the Impact 
of Parental Occupations: Some Cultural Determinants of Sympton 
Choice in Emotionally Disturbed Children, 11 American Journal of Ortho-
psychiatry, Octiber, 1950, p. 785. 
7 
a whole complex of new experiences with whatever psychic equipment his 
earlier life has provided. 
The preponderant group of children seen at child guidance clinics 
do not present either borderline or frank psychosis, mental.deficiency 
or organic brain damage. The nosological classifications that are em-
ployed for this bulk of a child guidance clinic • s population are varied and 
far from uniform. Some of the many classifications that are used in-
clude primary behavior disorder, neurotic characters, behavior dis-
orders, conduct disorders and habit disorders; other classifications are 
more descriptive like the overindulged child or the rejected child; while 
still other~ are pre-oedipal and oedipal type::? of conflicts. However, 
the children seen at a clinic fall into two main groups., the acting out 
children and the inhibited children. Fabian says, "For practical purpose.s 
one may differentiate children whose conflicts are internalized and go on 
. 12 
to develop symptoms and those who act out their conflicts. 11 In an 
article discussing the most common syndromes seen in child psychiatry, 
Jenkins and Glickman have described these two groups as follows: 
The unsocialized, aggressive child is characterized by as-
saultive tendencies, initiating fights, ,cruelty, defiance 
of authority, malicious mischief and inadequate guilt feel-
ing. He is selfish, jealous, vengeful, deceitful, and prone 
to place on others the responsibility for his own misconduct. 
The overinhibited child is characterized by seclusiveness, 
shyness, apathy, worrying, sensitiveness, and submissive-
ness. He is given to daydreaming, feelS' inferior, lacks 
close friendships, cries easily, is overdependent, easily 
depressed and is discouraged wi~h h~sel£. 13 
These two groups are dynamicallycomparable sint:e\they both 
12F b. . 138 a 1an, op. c1t. , p. . 
13R. L. Jenkins, and Sylvia Glickman, "Common Syndromes in 
Child Psychiatry," American Journal of Orthopsychiatry, VoL 16; 
i 1 .46 
B· 
·have problems regarding the management of aggression. The term 
"aggression", as it is used in psychoanalytic literature, implies attack 
and hestility, and has the comiotation of destructive consequences. The 
child who acts out turns his aggression toward the outside world; where-
as, the inhibited child attempts to handle his aggressions by turning it 
toward him self. 
Considered theoretically, aggression is healthy and necessary for 
survival, and should be used for useful purposes. Lauretta Bender writes 
that, "Aggression in childhood is primarily constructive and only sec-
14 
ondarily destructive, hostile and guilt arousing. 11 Aggression exists 
in everyone, and it is only the cause, kind, and manner of discharge that 
may result in psychic disturbances and a particular diagnostic classifi-
cation. 
Theories on the origin of aggression, and the resultant hostility 
from frustrations, anxiety or rejection, vary greatly. However, there is 
general agreement that the mismanagement of aggression is a result of 
emotional traumas which a child suffers in the process of maturation and 
particularly those suf~ered in his earliest years at the hands of his par-
ents. Lawson Lowrey points out that the most important consideration is 
that the extent to which hostility will be developed, exter-
nalized, and mobilized into aggression depends very largely 15 
on the extent of the early, infantile, a££ectional relationships. 
This problem of the mismanagement of aggression, whether it is 
uncontainable and directed toward the environment, or whether it is 
turned against the self, is one of prime concern to the child guidance clinic 
14Lauretta Bender, "Aggression in Childhood, 11 Am~rican Journal 
of Orthopsychiatry, April 1943, p. 392. 
15Lawson G. Lowrey, 11 The Treatment of Aggression,''· American · 
Journal of Orthopsychiatry, April, 1943, p. 387. 
9 
in work with both mother and child. In the normal development of the 
child, the child goes through a period of struggle between his aggress-
iveness and his need and love for his parents, which means acceptance 
of their prohibitions against his aggression. If a child feels loved and 
accepted, _he finds it e.asier to accept their prohibitions and to give up 
his aggressive wishes. Hyman Lippman writes that when this happens, 
"the aggression finds other outlets, useful for constructive goals, 
while the hostile portions of the aggression is repressed by the healthy 
. 16 . 
• ego. tt However, the aggressive drives of a child may become clini-
-
cally distorted by the rigidly controlling mother who forbids any ag-
gressive expression, so that the child must .direct his aggression back 
against h:i.mself; or by the rejecting :mother who gives her child no 
motivation for controlling his aggressive :impulses, with the result that 
the child feels that he must strike out at an unloving world. Lippman, 
in discussing the problem of misman~gement of aggression, states that 
in these cases, 11 the treatment of rejection occupies a major portion of 
work in child guidance clinics. 1117 He further explains that this rejec-
tion may range from obvious rejection, to an ambivalent mixture of 
positive and negative feelings that only conf'us.es the child, to extreme, 
overprotecting parental solicitude. The child who is unable to direct 
and channel his aggressive drives to constructive, useful ends very 
probably has suffered some. degree of emotional estrangement from his 
parents, and particularly from his mother. 
It would seem that the child who inhibits his aggressive drive does 
so out of fear that he will lose what tenuous lov.e 'his parents offer. On 
the other hand, it would seem that the child who acts out his conflicts has 
·, 
16Hyman S. Lippman, 11 The Treatment of .Aggression: Psycho-
analytic, 11 American Journal of Orthopsychiatry, April, 1943, p. 415. 
17Th~ ...:1 _.f-. Ll1 7 
10 
.. 
not been able to form a satisfactory attachment to either parent; so that 
he sees no reason to defer expression of his aggression because of fear 
of less 9f parental affection by viola~ing their prohibitions. 
The literature on the etiology of disturbances in the handling of 
aggression obviously points out that the degree an5i kind of maternal 
affection has some bearing on how aggression wil-l be managed by the 
child. Gordon Hamilton writes that 
the anxious, [inhibite~, child has always experiencedsome ·, 
love, but never enough and never good enough, not con- ' · ·' 
sistent, but rigid, or dutiful, or intermittant. . . . The child 
who acts out has experienced so little love that he has never 
learned that it is worth while to sacrifice for it. 18 
This study is endeavoring to determine if there is any specificity 
in the information given and the attitudes indicated at intake by the 
mothers of acting out boys, which might facilitate a caseworker's task 
in formulating psychosocial diagnoses and tr,eatrnent plans. 
', 
18H '1 . . 75 amJ. ton, op. cJ.t. , p. . 
11 
CHAPTER III 
PURPOSE, METHOD AND SCOPE 
The relationship between a child's emotional adjustment and his 
mother's attitude toward 1lD:iir.1!il has long been recognized.· From this fol-
lows the logical conclusion that the types of adjustments that children 
will make will, to a great extent, depen~ upon particular types of ma-
ternal attitudes. It also follows that the successful treatment of a child 
will usually necessitate treatment of his mother and be dependent upon 
a change, in her attitudes. 
Children who act out their conflicts not only cause great concern 
in their families and to society, but they continue to tax the therapeutic 
v 
skills of a child guidance cliniC's staff. I£ clinics are to develop success-
ful therapeutic techniques with which to work with these children, the 
clinics must, develop a greater understanding oJ mothers and of the dy-
namics in the mother.-child relationship. 
Since social workers, in ahnos:t all settings, are the ones who 
handle the intake interviews, it is hoped that this study may point up some 
tentative conclusions which ·would be of value to caseworkers in their 
initial planning when the client is a mother of a child who acts out his 
conflicts. 
Operating on the premise that the kinds of emotional disturbance 
that y"oung children will manifest are determined, for the most part, by 
the emotional climates set by their mothers, it was decided to study ten 
mothers of acting out children by comparing them to a group of ten 
mothers of inhibited children. 
This study was done by applying a schedule to recorded intake inter-
views with mothers of children seen at the Worcester Youth Guidance 
Center. Ten cases involving children who act out and ten cases involving 
12 
inhibited children were used. 
The Worcester Youth Guidance Center was established in 1922 as 
an outpatient clinic at the Worcester State Hospital.. However, it soon 
became an independent unit, supported by the Worcester Community Chest 
and the Commonwealth of Massachusetts' Department of Mental Health. 
The Center serves the Greater Worcester area and offers diagnostic, 
treatment and consultation services to emotionally disturbed children and 
their families. It recently began a nursery school for yoU!Jg, retarded 
children in the area. Members of the clinic's staff are available to other 
social agencies dealing with children and to the schools on a:q. advisory 
and consultation basis. Also, a portion of the staff allocates some of its 
time, on an educational basis, to community groups studying the behav-
ior of children. The staff is comprised of psychiatrists, social workers 
and psychologists with special training in the problems of children and 
their families. Training programs for the three disciplines of psychiatry, 
social work and psychology are well integrated functions of the Center, 
which is approved as a training clinic by the accrediti'p.g agencies of the 
three disciplines. 
The Center will accept for study and diagnosis children through the 
age of seventeen. Following the referral of a child to the Center, one or 
both parents are first seen. This initial contact with the family is usually 
carried out by one of the social work staff, although, occasionally, 
psychiatrists and psychologists conduct intake interviews. Depending 
upon the situation, one or more intake interviews are held with one or 
both parents, and the child is frequently, although not routinely, brought 
to the clinic for psychiatric and/or psychological evaluation. · Once the 
team members, who have seen the family during this intake period, feel 
that they have sufficient understanding of the dynamics involved, the case 
is presented at an intake conference before the entire staff. The 
13 
director of the clinic and the heads of each department preside at this 
conference, with the director taking responsibility for the disposition of 
the case. When treatment is recommended, it is usually for mother and 
child; occasionally for mother, father and child; and in rare situations, 
when it appears most appropriate, for the child alone or for one or both 
parents alone. After this, each case is referred to the assignment 
committee for final disposition and assignment to the most suitable staff 
members. Along with insufficient staff time, cases may be refused 
when participation of the parents is therapeutically essential, yet the 
parents refuse to cooperate; when a child's environment,· which would 
negate therapeutic effor~s, cannot be changed; or when mental deficiency 
or organic disease are so prominent that they would preclude good 
therapeutic results. 
The sample for this study was selected from cases closed at the 
Worcester Youth Guidance Center prior to 1958, and they were matched 
on the basis of age, sex and symptom of the child~ It was decided to use 
latency aged boys, because they usually compose the most numerous 
group at a child guidance clinic. The symptoms of the acting out boys 
include any destructive, anti-social behavior that was directed toward 
the environment; and the symptoms of the inhibited children include any 
manifestation'of fearful, repressed, anxious behavior that was mainly 
directed toward themselves. Four of the acting out boys presented some 
symptomatology which, also, would be considered appropriate to the 
other group, like sensitiveness, fears and crying. However, they were 
retained in the acting out group, since their acting out behaviour far 
outshadowed the other symptoms. 
Because the study is focused on the relationship between maternal 
attitudes and emotional disturbances in children, any child with a physical 
handicap, mental deficiency, organic brain disease, or actual psychosis 
14 
was eliminated from the sample, since these handicaps would have 
tended to obscure the main focus. All of the boys selected for the sample 
were living with their natural mothers. However, the presence or non-
presence of the natural fathers in the homes was not considered when 
selecting the sample. 
The preceding information was obtained from face sheet material 
in the case records·. If a case appeared to fit the criteria, it was next 
checked to see if there were at least two adequately recorded intake 
interviews with the mother. In the majority of cases selected, there had 
been three or four intake interviews. 
The cases were selected by proceeding backwards through the files 
of caaes closed prior to 1958, and choosing those that fit the established 
criteria of age, sex and symptom of a child living with his natural 
mother, with whom there had been at least two intake interviews. Each 
case that came up, in order, which did meet the criteria was selected. 
The cases were then cursorily scanned to determine that the child was 
not physically handicapped, psychotic or mentally retarded, and that his 
symptomotology was quite clearly that of being either overly inhibited 
or acting out. No other information was looked for when selecting the 
sample. 
The face sheet information, the recorded intake interviews, and the 
diagnostic considerations and recommendations of the intake committee, 
in each case, were applied to a schedule that had been prepared. (See 
Appendix A). Almost all of the workers who had seen the mothers in the 
sample have since left the clinic, so no attempt was made to interview 
the remaining workers as to their impressions of the mothers. 
The date{ that was collected in each case included factual informa-
tion given by the mother about herself, the family situation, and the child 
and his problem; and the mother 1 s attitude toward the child, toward his 
15 
problem, and toward involving herself in the helping process. The in-
formation that the mother gave about her own early life and her feelings 
about it were also explored, in an attempt to see if there is any relation-
ship between what happened to a mother as a child and what is now hap-
pening ·to her own child. The clinicts intake committee's recommenda-
tions were tabulated, and a brief follow-up was done on those cases that 
accepted treatment. 
16 
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CHAPTER IV 
RESULTS OF THE COMPARISON 
SECTION 1. 
FACTUAL DATA 
The initial area that I will discuss is the factual data given by each 
mother at intake about the family situation and the child1 s problem. 
Information Given About the Family 
The mothers in both gro:ups range in age from their late twenties to 
early forties, although the majority'in each group were between thirty and 
thirty-five years old at time of intake. 
Since it was one of the criteria in selecting the sample for this study 
all of the boys were living with their natural mothers at the time of re-
ferraL However, there was an interesting difference in the constellations 
of the two groups of families. 0£. the inhibited group, eight of the boys 
were living with their natural mothers and natural fathers, and two were 
living with their natural mothers and step-fathers. In the acting out. group, 
six of the boys were living with their natural mothers and natural fathers, 
and four were living with their natural mothers only. One of the inhibited 
boys who had a step-father lost his natural father through death three 
years before coming to the clinic and his mother had remarried two years 
after this. The other inhibited boy with a step-father lost his natural 
father through divorce seven years before referral and his mother had re-
married one year after the divorce. Three of the acting out boys• par-
ents had been divorced, one nine years prior, one two years prior, and 
one the year before referral. One of the acting out boys lost his father 
through death prior to his birth, but his mother subsequently was mar-
ried and divorced twice. 
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TABLE 1. 
PARENTS IN THE.HOME 
INHIB. 
PARENTS BOYS 
NATURAL MOTHER AND NATURAL FATHER 8 
NATURAL MOTHER AND STEP-FATHER 2 
NATURAL MOTHER ONLY 0 
ACT. 0. 
BOYS 
6 
0 
4 
There would appear to be some significance in the fact that all of 
the inhibited boys had a father or step-father in the home, whereas al-
most half of the acting out boys were without a father figure in the home 
at the time of referraL This is of' particular interest in light of a study 
that was done at the Worcester Youth Guidance Center in 1958. This 
was a study of boys in fatherless homes, which found that ttaggressive, 
antagonistic or anti- social behavior ~n the part of the boyS] was present 
in.all cases. 111 Also of interest is the fact that three natural fathers and 
one step-father of the inhibited boys were seen during intake, but none of 
the fathers of acting out boys were seen. This would seem to suggest a 
, greater interest in the child and his problem by the fathers of the inhibited ~. 
boys. 
In terms of income, there does not seem to be any significant dif-
ference in the families of the two groups, except that eight families of the 
inhibited boys were considered moderate income and two low income, and 
1 . 
Howard Lee Wylie, and Rafael Delgardo, 11A Pattern of Mother-
Son Relationship Involving the Absence of the Father, 11 an Unpublished 
Paper Done at the Worcester Youth Guidance Center, Worcester, Mass., 
1958. 
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six of the families of acting out boys were moderate income and four 
were low income families. Economic status was ascertained on the basis 
of the clinic 1 s fee scale during the years that the sample covers. Those 
deemed in' the moderate' group had incomes between $60 and $100 a week, 
and those in the low group had incomes between $30 and $59 a week. All 
·.of the fathers and step-fathers were employed at the time ofintake. The 
most interesting difference in the two groups, as regards employment, 
was the fact that six of the mothers of acting out boys were working in 
contrast to only two mothers of the inhibited boys. 
Group 
lnhib. 
Act. 0. 
TABLE 2. 
NUMBER OF WORKING MOTHERS 
Mothers Working 
2 
6. 
Mothers at Home 
8 
4 
Four of these working mothers of acting out boys were those with-
out husbands, who very probably had to work from necessity. However, 
this data does indicate that more than half of the boys who acted out were 
without any kind of parental supervision during the daytime. These boys 
were cared for, in the absence of their mothers, by a variable assort-
ment of relatives and friends. Actually, only one of the employed 
mothers of inhibited boys was away from the home during the day, since 
one of them helped her husband operate a nursery school which they con-
ducted fxom their own home. 
Table 3 which follows, shows the religious affiliations of the 
families. 
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Group 
Inhib. 
Act. 0. 
TABLE 3· 
RELIGIONS OF THE FAMILIES 
Prot. 
2 
2 
Cath. 
3 
4 
Jewish Mixed None 
2 0 1 
1 1 0 
Undet. 
2 
2 
The differences shown in this data are too insignificant to warrant 
any conclusions. (See Appendix B for the relationship between occupa..; 
tions of parents, income status and religion.) 
There were slightly more children in the families of the acting out 
boys, although most families in both groups had between one and three 
children. Of the inhibited boys, two were only children, five were the 
oldest of two or more children, and three were the second child in the 
family. Of the acting out boys, two were only children, five were the 
oldest of two or more children, two the second child and one the fourth 
child. 
Group 
Inhib. 
Act. 0. 
TABLE 4. 
ORDINAL POSITION IN FAMILY 
Only Child Oldest Child Second Child Fourth Child 
2 
2 
5 
5 
3 
2 
0 
1 
· The striking thing in this data is the similarity between the two 
groups, plus the fact that seven inhibited boys and seven acting out boys 
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'· 
are either the only childat'£ the oldest child in the family. This informa;:. 
tion is logically followed by the question as to whether the remaining 
three boys in each group were the first sons born to their respective fam .... 
ilies. However, in none of the families was this true. All boys,,not only 
children or oldest childre~.have older brothers. 
Information Given.About the Child1 s Problem 
One of the initial areas of interest to the intake worker is the source 
that referred the family to the clinic. In this sample, seven of the 
mothers of acting out boys stated that they were either self-referred or 
that someone within their family had suggested that they seek the clinic• s 
help, and three mothers of inhibited boys gave a family member as the 
referring source. Other referral sources were primarily scattered 
among family doctors, schools, and other psychiatric services. 
TABLE 5. 
SOURCE THAT RECOMMENDED THAT FAMILY CONTACT CLINIC 
Group 
Inhib. 
Act. 0. 
Self or Family 
in Family Doctor 
3 3 
7 1 
Other 
Psy. Serv. 
1 
1 
School 
2 
0 
Court 
0 
1 
Other 
1 
0 
A psychologist in private practice ha·d referred both the inhibited 
child and the acting out child listed as referred by another psychiatric 
service. One acting out boy was referred by the court following a fire 
setting incident. The mother of the inhibited child, listed under 11other11 , 
cited as the source of referral a lecture that she heard on the emotional 
problems of children, during which the clinic's service was discussed. 
The most interesting information given regarding source of referral is 
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that so many mothers of acting out boys stated that they were either self-
referred or referred by someone within their families. .considering 
their sons• symptomatology, it had been expected that agencies or persons 
o11tside of the family might have initiated their coming to the clinic. 
The question as to why the family was instigated to seek help when 
it did, or what precipitated contacting the clinic, was next examined. 
Seven of the mothers of acting out boys sought clinic help during or fol-
lowing a crisis situation, since their sons had engaged in anti- social acts 
of varying degrees of severity; and three mothers in this group stated that 
their sons were presenting a new symptom. Nine of the mothers of the 
inhibited children were prompted to seek help when they did because of 
their sons' poor school achievement. Often in these cases, a warning 
from the school that the child might not be promoted immediately prece-
ded coming to the clinic. One mother of an ~nhibited child, who gave hear-
ing a lecture as the referral source, also stated that hearing the lecture 
precipitated her coming to the clinic. 
TABLE 6 
PRECIPITATING FACTOR IN COMING TO THE CLINIC 
Group 
Inhib. 
Act. 0. 
Anti-Social Act 
0 
7 
Sch. Failure 
9 
0 
New Symptoms 
0 
3 
Other 
1 
0 
The anti- social acts of the acting out. boys included two incidents of . 
firesetting, four incidents of stealing, and one boy who had physically at-
tacked other children. The new symptoms that the acting out boys were 
presenting were two cases of destructiveness and one of physical fights 
with his mother. {See Appendix C for a breakdown of most of the symptom 
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that the two groups of boys were presenting.) 
Since nine of the mothers of inhibited boys expressed concern about 
their sons 1 school achievement, five of whom reported that their sons were 
repeating a grade, in contrast to only two mothers of acting out boys who 
expressed this concern, it was wondered whether there actually was poor-
er school achievement by the inhibited boys. or whether this information 
might be indicative of particular attituqes on the part of the two groups 
of mothers. Because six is the average age that children enter the first 
I 
grade in the locale from which the sample was drawn, the relationship 
between their age and grade in school was studied by presuming that the 
six year old child should be in the first grade, the seven year old in the 
second grade, and so on. 
Table 7 
RELATIONSHIP BETWEEN AGE AND GRADE IN SCHOOL 
Grade in School 
Age One 
In. -A. 0. 
Two 
In. -A. 0. 
Three 
ln.-A. 0. 
Four 
In. -A. 0. 
Five 
On. -A. C 
6 
7 
8 
9 
10 
1 1 
1 
3 
1 
2 2 
1 
1 
2 1 2 
1 1 
This correlation shows that five boys in each group were one or 
more grades behind in school. Since nine mothers of inhibited boys gave 
poor school achievement as the precipitating factor in coming to the clinic 
this data may indicate a tendency by some of these mothers to be overly 
concerned in this area. Conversely, it also seems to indicate that the 
mothers of acting o:ut boys were not too concerned about poor school 
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: 
I· 
i • 
achievement, since only two of the five mothers of boys who have appar-
ently repeated a grade reporteid this at intake. However, it could be 
speculated that the symptomatology of' the acting out child might relegate 
the problem of poor school performance to a position of relatively minor 
i:mportance. 
Because the mothers of the acting out boys only sought help during 
stressful situations and nine of the mothers of inhibited boys only fol-
lowing adverse reports from the school, the next areas studied were the 
duration of the problems and prior attempts made to cope with them. 
Eight mothers of acting put children felt that their sons' behavior 
and symptoms had caused the~ concern since either infancy or pre-
school years; whereas only four of the mothers of the inhibited children 
stated that theyhad been conc~rned since pre-school years. No mother 
in this latter group felt that she had been concerned since her son 1 s in-
fancy. Six of the mothers of inhibited boys placed the beginnings of their 
concern sometime since their sons had started to attend school. One 
mother of an acting out boy felt that her son• s symptoms developed fol-
lowing the divorce of his paret;tts when he was six years old. 
Duration 
Since infancy 
TABLE 8 
DURAT~ON OF PROBLEM 
Inhib. 
Group 
0 
Since pre- school years 4 
Since attending school 6 
Since specific incident 0 
Act. 0. 
Group 
4 
4 
1 
1 
The majority of mothers of acting out boys had obviously seen their 
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' 
: 
i 
i 
sons as presenting some syrnptomotology for a far longer period than had 
the mothers of inhibited boys. The most interesting data is the fact that 
four mothers of acting out children had worried about their sons since the 
boys were infants. 
An example of this id the case 7 -A, a nine year old boy. 
His mother states that h~ has always been a problem, and 
that she should have brought him to the clinic much earlier. 
She wanted to do this wh~n the boy was four years old, but 
everyone told'her that h~ would outgrow his difficulties. The 
mother says that she ha4 a 11nervous pregnancy" with the boy 
and had not wanted the b~by. He didn't want to sleep or eat 
as a baby, and he was always crying and sick with colds. He 
used to bump into things .when he first started to creep at 
age nine months, which 13he ascribes to the fact that he has 
always been 11nervous11 • 
When exploring prior at~empts made to cope with the problem, 
four categories wex:e set up including 1) other social or psychiatric ser-
vices, 2} consultations with school, fam.ily doctor, or clergy, 3) dis-
cusstci>n;s::. within the family or with friends, and 4) little or no attempt. 
For those families who are categotized as having sought other social or 
. I I 
' I 
psychiatric help, it should be presiuned that they very probably also could 
I 
be categorized under sections :three and two; and that those in section thre 
: i 
could also be included in sectibn i;v(ro. 
I TABLE 9 
" ' 
PRIOR.ATTEMPTS Td COPE WITH PROBLEM 
I i 
I i 
;_ 
i 
Attempts 
Other social or psychiatric se:rvic~s 
Consultations with school, cl~rgy br doctor 
Discussions in family or with frie:rids 
i Little or no attempt ! 
i 
Inhib. 
Group 
0 
5 
0 
5 
Act. 0. 
Group 
5 
2 
1 
2 
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Table LO shows that families ~f acting ·out children previously had 
taken more active steps than had the families of inhibited children for 
help with their children's problems. This finding is in accord with the 
earlier data showing that the mothers of acting out boys had be:en con-
cerned about their sons for a longer :J3Iel7iod of time than had the mothers 
of inhibited boys. 
TABLE 10 
PRIOR ATTEMPTS TO COPE,IN R;ELATION TO DURATION OF PROBLEl\ 
Prior In:francy Pre-School Attend. Sch. Specific Incid. 
Attempts In. -A. 0. In. -A. 0. In. -A. 0. In. -A. 0. 
Other soc-psy. 3 I '2 ... 
Consultations 1 l 1 4 -
Discussions 
-r 1 
Little or no 3 1 2 1 
i : 
The correlation of prior' attempts to cope with the problem with the 
duration of the problem pointsl up the following information. Three of the 
mothers of acting out children7 whp dated their children's symptoms as 
beginning in infancy~ and two,' who dated them as beginning in pre-school 
years, previously had sought other: social or psychiatric help. One of 
these mothers had private psychiatric treatment for herself and the child; 
one briefly contacted another child. guidance clinic; one was a client at a I 
family agency; one attempted to pl~ce her child through a private social 
agency; and one did place her ',chil4 through a private social agency and, 
I ' 
also, attempted to place the boy in a state school for the :tetarded. All 
totaled, seven of the mothers 'of a~ting out children had taken steps outsidE 
• I 
the family group by contacting other agencies and/or consulting with 
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schools, doctors, or clergy; w~ereas, only five mothers of the inhibited 
boys had consulted with others' outside of the family group. The two 
mothers of acting out boys and the five mothers of inhibited boys listed 
as making little or no attempt ~o cope with the problems indicated that, 
although they had been aware d£ their sons' problems for some time, 
they had felt it b<2st to" ignore them in the hope that they would be out-
grown. While it is clear that the mothers of acting out boys had made 
more attempts to deal in someiway with their sons' problems, it is also 
I 
true that children who act out their conflicts do generate more concern 
in the home and community, s(> that the rationalization that symptoms 
will be outgrown can be applied far less successfully. 
SECTION 2. 
MATERNAL ATTITUDES 
Mothers' Attitudes Toward Their Own Childhoods 
In considering the mothers' attitudes toward their own childhoods, 
traumatic conditions .or events of their childhoods, which were reported 
at intake, were, also, explor~d. Although this information is factual 
data and not attitudes, for clahties sake, it will be included in this sec-
:· 
tion. · For this same reason, traumatic conditions or events in the chil-
dren's lives will later be included with the mothers' attitudes toward the 
children. The word "trauma'\ as it will be used in this section, will 
refer to any discernible, unfoi'tunate experience that obviously occurred, 
! 
and not to less tangible adverse parental attitudes or other emotional 
. I 
injury. 
The manifest traumas that were reported by the mothers fell into 
i 
two major categories: 1) an ~ctual physic'al separation from their father 
i • because of either death, desettlOn or divorce; and 2) an emotional 
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. I 
separation from a parent because of the parent1 s alcoholism or mental 
' 
illness. 
TABLE 11 
TRAUMA TIC CONDITIONS OR EVENTS IN MOTHERS1 CHILDHOODS 
Traumas 
Loss of father through death, 
desertion or divorce 
Mental illness or alcholism 
. of a parent· 
Repo~ting no traumatic 
conditions or events 
' . 
Inhib. 
Group 
2 
0 
8· 
Act. 0. 
Group 
5 
2 
3 
This data indicates that ~even of the r_nothers of acting out boys 
suffered some obvious trauma' which, in all probability, adversely af-
fected their early years; but that only two mothers of inhibited boys ex-
perienced such obvious traum~. 
,. 
When presenting their attitudes toward their childhoods, seven 
mothers of inhibited boys indicpated that their childhoods were very or 
· fairly happy, but only three mbthers of acting out boys felt that their 
early life had been either very; or fa:i:iD.y happy. 
iTABLE 12 
!. 
MOTHER'S ATTITUDE TOWARD HER OWN CHILDHOOD 
Attitude Inhib. Act. 0. Group Group 
Very happy 1 1 
Fairly happy 6 2 
Rather unhappy 2 4 
Markedly unhappy 1 3 
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The one mother of an inhibited boy, who stated that her childhood 
was markedly unhappy1 and five of the mothers of acting out boys, who 
felt theirs to be either rather unhappy or markedly unhappy, lost their 
fathers during their childhoods. The other two mothers of acting out 
boys claiming rather or markedly unhappy childhoods had either an al-
coholic or mentally ill parent. Only two mothers of inhibited boys who 
reported no traumatic events perceived their childhoods as rather un-
! 
happy; and one mother of an inhibited child who lost her father felt her 
I 
childhood to be fairly happy. !I'he remaining six mothers of inhibited 
' boys and three mothers of ac-e:ng out boys with no traumatic childhood 
events remember their early ~ears as being either very or fairly happy. 
' ' 
Since the population of this sample involves mothers with a male child 
who is presenting problems 1 it is possibly significant and should be re-
emphasized that each of these mothers who lost a parent in childhood 
. ' . 
lost her male parent. In summary, this would all seem· to indicate that 
an actual unhappy event in the mother's childhood had generally resulted 
in the mother 1 s perception of :q.er entire childhood as being unhappy; as 
' 
well as the more general fact that the mothers of acting out boys, for the 
most part, remember their ch;ildhoods far less favorably than do. the other 
group of mothers. 
How the mothers presented their own mothers' attitudes toward 
them was also explored, and e~ght mothers in each group gave sufficient 
I 
information in this area to wa~rant conclusions. One of the mothers of 
an acting out boy and two of the mothers of inhibited boys felt that their 
own mothers had been warm a1;1.d accepting, while the remainder of 
mothers felt that their own mothers had been either overprotecting, 
ambivalent or rejecting. 
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TABLE 13 
HOW MOTHER PRESENTS HER OWN 
MOTHE~.tS ATTITUDE TOWARD HER 
Inhib. Act. 0. 
Attitude Group Group 
Accepting and warm 2 1 
Overprotecting 3 2 
Ambivalent 1 1 
Some rejection 2 3 
Overt rejection 0 1 
Undetermined 2 2 
This data shows that hal£ of the mothers of acting out boys, who gavE 
information regarding their own mothers' attitudes toward them, felt that 
their mothers had been rejecting; whereas, more than half of the other 
group of mothers felt that their mothers had been warm and accepting or 
overprotecting. This would seem to be in accord with the prior finding 
. that the mothers of acting .out boys, for the most part, presented their 
childhood as being less happy than did the other group of mothers. 
Mothers' Attitudes Toward the Children 
Before presenting the maternal attitudes, the traumatic conditions 
or events that have occurred in the lives of the boys in the sample will be 
explored. The traumas include 1) loss of father, 2) remarriage of 
mother, 3) placement, 4) physical abuse, 5) serious illness of the child, 
6) serious illness of a parent, and 6) delinquency of father. Two of the 
boys have had as many as four and five traumatic events in their lives, 
as is shown in Table 14. 
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TABLE 14. 
NUMBER OF TRAUMATIC EVENTS EXPERIENCED 
Number of Inhib. Act. 0. 
Traumas Group Group 
0 6 3 
1 2 3 
2 2 2 
3 0 1 
4 0 1 
5 0 1 
As was true with their mothers, the acting out boys have been sub-
jected to more traumatic situations than have the inhibited boys. Only 
three acting out boys, in contrast to six of the inhibited boys, have not 
experienced an obvious traumatic situation. The traumas of the acting 
out boys, also, appear more severe than do those of the other group. 
Three of the acting out b'oys, all who lost their fathers, had been placed 
away from their mothers for one or more times. Two acting out boys 
were subjected to actual physical cb use, one during placement and one at 
the hands of his own father. Three of the acting out boys had fathers who 
had been involved in a delinquent act while living in the home, which re-
sulted in criminal proceedings against the father. One of this group of 
boys had been afflicted with several serious illnesses, and two of them 
had mothers who had been seriously ill and hospitalized during the boyst 
early years. Two mothers of acting out boys had remarried, but were not 
living with.their husbands at time of intake; which accounts for the infiDr-
mation given under factual data stating that none of the acting out boys 
were living with natural mothers and step-fathers. 
In contrast, the traumas of the inhibited boys appear far less gross. 
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Two of these boys experienced the loss of their natural fathers andre-
marriages of their mothers; two had been seriously ill themselves; and 
one in this group had a mother who had been chronically ill since his 
birth. 
The traumatic events that occurred in the mothers' childhoods 
correlated highly with these mothers' perceptions of their childhoods as 
being unhappy. A comparison of the mothers' childhood traumas with 
the traumas in the lives of their children seems to indicate, at least in 
the acting out cases, that there may be some perpetuation of adverse 
childhood situations from one generation to another. {See Appendix D 
for the relationship between traumas in mothers' childhoods and traumas 
in.lives of the acting out boys.} 
In five of the acting out cases, when there had been some breakdown! 
of the family structure during the mothers' childhood, there had been 
similar, and possibly more severe, breakdown o£ family structure in 
this generation. These five cases include a mother who lost her father 
through death, whose son ·haf) a delinquent father at whose hands he has 
suffered physical abuse; a mother who lost her father through desertion, 
whose son has lost his father through divorce; a mother who had an alco-
holic father, whose son has experienced the loss of his father through 
death, placement, physical abuse, and the two remarriages and divorces 
of his mother; a mother who lost her father through desertion, whose 
son h~s a delinquent father whom he has lost ~rough divorce; and a 
mother who lost her father through death, whose son has a delinquent 
father whom he has lost through divorce. Of the five remaining acting out 
I 
cases, there are two where the mothers reported no childhood traumas 
and where there have been none in the lives of their childre-n.; one where 
the mother reported none in her childhood, and the mother has suffered 
serious illness during the child's life; another where the mother lost her 
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father through death, and there have been no traumas in the child's life; 
and one where the mother 1 s mother was mentally ill and the child has 
suffered a serious illness. These last five do not seem to show any 
breakdown in the present family structure. Serious illness, although a 
trauma in the sense that the word is being used here, is more an ad-
verse act of fate than a symptom of family pathology. This data, there-
fore, clearly shows that in five of the eight acting out cases where the 
mothers reported early traumas and resultant unhappy childhoods, such 
adverse conditions seem to be :ne:g:eathg in the lives of the,ir children. 
However, in the inhibited group, a comparison of the mother's 
and child's traumas produces no significant data. In the two cases of 
mothers of inhibited boys who lost their fathers during childhoo·d, there 
have been no obvious traumas in the lives of their sons. 
The examination of actual adverse conditions or events in the lives 
of the two groups of boys was followed by an exploration of how the 
mothers perceived their sons as feeling, in light of the boys' symptoms. 
Four of the mothers of inhibited boys saw their sons as being very or 
fairly happy, five saw them as being rather unhappy, and one as markedl 
unhappy. In sharp contrast, three mothers of acting out boys saw ther 
sons as rather unhappy, seven as markedly unhappy, and none felt their 
sons to be either very or fairly happy. 
An example of a mother who sees her son as very happy 
is case 9-I. The mother pictures her son as an extremely at-
tractive boy, whose greatest asset is his ability to get along 
with other people. She feels that he has an unusually keen 
sense of humor, and says that he has many friends. He gets 
along well with his siblings and any argument that he has with 
them his mother does not feel is unusual. She states that he 
is probably the most popular boy in the neighborhood. When 
his parents admonish him, he will always admit when he is 
wrong, and he has "good character". 
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An example of a mother who sees her son as markedly un-
happy is case 9-A. The mother emphasizes that the boy has 
no friends. Neither children nor adults like him because of 
his taunting, provocative hehavior. Because of this, he cries 
a11 the time and tells his mother that neither she nor anyone 
else likes him. He is always frightened when he goes to bed 
and screams in terror; but in the daytime he acts like a "gig 
shot", lies and gets into more trouble. His mother thinks that 
he steals and gets himself hurt physically-in an attempt to get 
her attention. It breaks her heart to see him so utterly mis-
erable. 
TABLE 15. 
HOW MOTHERS SEE THEIR SONS AS FEELING 
. Inhib. Act. 0 . 
Feeling_ Group Group 
Very happy 2 0 
Fair 1 y happy 2 0 
Rather unhappy 5 3 
Markedly unhappy 1 7 
The ·mothers 1 perceptions of their sons 1 degree of happiness is 
subjective. However, this data was correlated with prior attempts made 
by each mother to cope with her son's problem, to see i£ the mothers 
who saw their· sons as unhappy had been the ones who had made earlier 
attempts to handle the boys' problems. 
TABLE 16. 
'RELATION$IDP BETWEEN HOW MOTHERS SEE THEIR SONS AS 
FEELING AND PRIOR ATTEMPTS TO COPE WITH T1E£E PROBLEMS 
Social-
Psych. 
In. -A. 0. 
Prior Attempts to Cope 
Consul- Discus-
tations sions 
In. -A. 0. In. -A.(). 
Little 
or No 
In. -A. 0. 
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Table 16. (cont1 d) 
Disuus- Little 
Soc. Psych. Consultations sions or No 
Feeling In. -A. 0. In. -A.O. In. -A. 0. In. -AO 
Very happy 2 
Fairly happy 1 1 
Rather unhappy 1 2 1 3 1 
Markedly unhappy 4 1 1 1 1 
This shows that seven of the ten mothers of acting out boys·, who 
perceived their sons as being either rather or markedly unhappy, had 
sought outside help for their sons' problems prior to coming to the clinic; 
and that only two of the five mothers of inhibited boys, seen as unhappy, 
has sought outside help. This data may possibly be less indicative of 
mothers seeking help because of their children1 s unhappinesst than of the 
fact that the children who act out their conflicts generate more concern 
and are less easily ignored. However, the perceptivity of some of the 
mothers of inhibited boys, as regards their sons' degree of happiness, 
should probably be questioned in view of their sons 1 symptoms. In every 
instance, the mothers of the inhibited boys stated that their sons either 
cried often, had few or no friends, was overly sensitive, or had many 
fears. 
The final two areas explored in relation to maternal attitudes were 
the mothers' overall attitudes toward their children and their methods of 
supervising and controlling their children. 
The data collected in the area of overall maternal attitudes 
showed that seven mothers of acting out children were either rejecting 
to some degree or overtly rejecting; whereas, five of the mothers of 
inhibited chill:frem were categorized as overprotecting. 
35 
TABLE 17. 
MOTHER1S ATTITUDE TOWARD CHILD 
Inhib. Act. o. 
Attitude Group Group 
Accepting and warm 1 0 
·Overprotecting 5 1 
Ambivalent • 2 2 
~orne rejection 2 5 
Overt rejection 0 2 
An example of an overtly rejecting mother is case 3-A. 
She says that she is unable to talk reasonably with her son 
without losing control, because she finds him constantly an-
noying and irritating. She would prefer it if he weren't 
around at all, because life would be more comfortable if he 
were out of the home. The mother states that she does not 
like the boy in the least, and when he comes in from school 
her 11 stomach sinks". The mother feels that removal of the 
boy is the only answer before her "nerves snaptt. 
An example of an overprotecting mother is case 6 -I. The 
mother states that both paternal and maternal grandparents 
are continually expecting too much of her son. Also, his 
school teacher is always making both her and the boy upset 
and confused by pushing him and making him feel re spon~ible 
for everything that the teacher disapproves of. It was mainly 
because his school teacher upset him so that she decided to 
contact the clinic. The mother says that, because he is an 
only child, she has "waited on him hand and foot" and not 
given him much responsibility. 
Two mothers in each group were considered ambivalent because 
they indicated a mixture of positive and negative ~~J toward their 
sons which seemed to balance one another. The mother categorized as 
accepting and warm came to the clinic during a stress situation involv-
ing her husband1 s relatives, and any mother- son conflict was seen as 
36 
minimal. 
Because a maternal attitude usually stems from the mother1 s early 
experiences carried over to another generation1 how the mothers pre-
sented their own mothers 1 attitudes toward them was compared with the 
mothers 1 attitudes toward their sons. However, this comparison did not 
Ji>oint up any significant information, possibly because of the mothers' in-
ability to present a realistic evaluation of their own mothers' attitudes 
toward them. 
Since the mothers may have been able to present a somewhat more 
objective picture when describin& their entire childhoods, their attitudes 
toward their childhoods were compared with their attitudes toward their 
children. 
TABLE 18. 
RELATIONSHIP BETWEEN MOTHER1S ATTITUDE 
TOWARD OWN CHILDHOOD AND ATTITUDE TOWARD 
CHILD 
Attitude Toward Own Childhood 
Attitude 
to Child 
Very Hap. 
In. -A. 0. 
Fairly Hap. 
In. -A. 0. 
Rather Un. 
In. -A. 0. 
Mark. Un. 
In. -A. 0. 
Accep. and warm 1 
Overprotecting '4 1 1 
Ambivalent z 1 1 
Some rejection 1 z 3 1 
Overt rejection 1 1 
This data shows that five of the seven mothers of acting out boys 
and two of the three mothers of inhibited boys 1 who felt their own child-
hoods to be unhappy, were rejecting in their attitudes toward their sons; 
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and that one of the three mothers of acting out boys and all of the 
mothers of inhibited boys, who perceived their childhoods as being very 
or fairly happy, were either accepting and warm, overprotecting or ambi-
valent in their attitudes toward, their sons. All this would seem to indi-
cate that only as a mother has been given to herself, as a child, is she, 
in turn, able to give to her own child. 
The mother.s' methods of supervising and controlling their children 
pointed up a sharp contrast between the two groups. The mothers of the 
inhibited boys were preponderantly rigid in their methods of disciplining 
and controlling their son·s; whereas, the mother·s of acting out boys were 
predominantly inconsistfre:Jnt1.and erratic as regards supervision. 
TABLE 19. 
MOTHER'S METHOD OF SUPERVISING CHILD 
Inhib. Act. 0. · 
Method Group Group 
Firm but flexible 1 0 
Rigid 7 2 
Lax 1 0 
Inconsistent and erratic 1 8 
An example of inconsistent and erratic supervision of a 
child is case 2-A. The mother claimed that she had tried 
everything to make her son behave from "unmerciful beat-
ings11 to trying to be ~'nicett to him and getting him everything 
that he wants. The mother hopes that someone at the clinic 
will get the upper hand with her son, so that he will "fear and 
obeyu. The boy has been given all kinds of toys but this 
hasn't changed his behavior. A while ago, the mother con-
tacted another agency with the intention of placing the boy, 
but was anable to go through with the plan because her son 
might have felt that he as being udisowned'' and that she didn't 
love him. 
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An example o.f a mother who supervises her son rigidly is 
Case 5-I. Her son has certain responsibilities in the home 
like hanging up his clothes and picking up his room. When 
he is slipshod about these things, his mother is furious. 
They give him an allowance, but his mother feels that the 
parents should be informed as to how it is spent. The 
mother says that she is always worrying <bout the boy and 
watches him carefully. She thinks that it is the duty of par-
ents to always know where their children are and what they 
are doing. 
By and large, the mothers of acting out boys vascilated between 
almost seductive placation and harshness in supervising their sons; 
whereas, the mothers of inhibited boys imposed many limits and restric-
tions. 
The mothers• attitudes toward their sons were compared with their 
methods of supervisio-n. 
TABLE 20 
RELATIONSHIP BETWEEN MOTHER'S ATTITUDE TOWARD 
CHILD AND HER METHOD OF SUPERVISION 
Ace. and warm 
Overprotecting 
Ambivalent 
Some reject. 
Overt reject. 
Firm-flex. 
In. -A. 0. 
1 
Method of Supervision 
Rigid Lax 
In. -A. 0. In. -A. p. 
4 
1 
2 
1 
1 
1 
Inconsis. 
In. -A. 0. 
1 1 
1 
4 
2 
This data indicates that four of the five overprotecting mothers in 
the inhibited group supervised rigidly, and that six of_ the seven rejecting 
mothers of acting out boys were inconsistent and erratic in supervising. 
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The two mothers in both groups categorized as ambivalent showed the 
widest scatter in methods of supe~v:i.sion, since two were considered 
rigid, one considered lax, and one inconsistent. Two mothers of inhibi-
ted boys and one of an acting out boy, who were classified as somewhat 
rejecting, supervised rigidly; and one mother in each group considered 
overprotecting supervised inconsistently. This data would seem to indi-
cate that mothers who are overprotecting are predominantly rigid in 
their supervision, whereas, the rejecting mothers are predominantly 
inconsistent and erratic in this area. 
Mothers' Attitudes Toward the Children's Problems 
Since these are cases from an agency with the clearly delineated 
function of services to emotionally disturbed children, the first area ex-
plored in this section was the· degree to which the mother focused on the 
child during the intake interviews. When discussing the focus in the 
initial casework process, Helen Perlman writes that, "as \_!he case-
workeillistens to what the client is saying, he is at the same time sift-
ing out the major from the lesser concerns, the more from the less 
relevant data, trying to identify what calls for first (not necessarily 
basic} considerations. n 2 It was thought that one of the groups of mo-
thers in this sample might focus on the child to a greater or lesser 
degree than the other group. However, the findings do not point up any 
noteworthy differences. 
2Helen Harris Perlman, Social Casework, p. 145. 
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TABLE 21. 
FOG US ON CHILD DURING INTERVIEWS 
Inhib. Act. 0. 
Focus Group Group 
Major 4 3 
Partial 3 6 
Discussed indirectly 3 1 
The mothers in both groups, who did· not focus primarily on the 
child, generally discussed their own person unhappiness, either in 
relation to present marital discond·~ or to their entire life experiences. 
Since more than half of the mothers in both groups did not come to the 
clinic and talk only or primarily about their child, it could be speculated 
that these mothers, to some degree, perceived their boys' problems as 
interrelated with the total familial situation, as well as the fact that these 
mothers may have been reaching out for help for themselves . 
. 
The mothers' attitudes toward their sons were compared with the 
·amount of focus they placed on the child during the intake interviews. 
Focus 
Major 
Partial 
Indirect 
TABLE 22. 
RELATIONSHIP BETWEEN ATTITUDE TOWARD CHILD 
AND FOCUS IN INTERVIEWS 
Ov~r- Attitude vfacc. Ambivalent Some Rej. Overt Rej. arm pro ec. 
In. -A. 0. In. -A. 0. In. -±A. 0. In. -A. 0. In. -A. 0. 
1 2 1 2 1 
1 1 2 4 1 
3 1 
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This data shows that five of the six mothers of acting out boys, who 
focused partially, and one in this group, who focused indirectly, were re-
jecting mothers. Of the three mothers of acting out boys, who put the 
major focus on their son, two wer~ considered ambivalent and one some-
what rejecting. In the group of mothers of inhibited boys, three who 
discussed their sons only indirectly were considered overprotecting; and 
one ambivalent mother and two that were somewhat rejecting put partial 
focus on their sons. Of the remaining four mothers of inhibited boys who 
placed major focus on their sons, one was warm and accepting, two were 
overprotecting, and' one was ambivalent. This data would seem to point 
to the fact that the rejecting mothers in both groups generally presented 
their sons' problems as a part of or in conjunction with the total family 
disequilibrium. It is also interesting that two of the overprotecting 
mothers of the inhibited boys focused almost exclusively on their sons, 
whereas the other three overprotecting mothers in this group discussed 
their sons only indirectly. In other words, the overprotecting mothers 
either discussed their sons' difficulties to the exclusion of interrelated 
factors or took the opposite. course and only indirectly talked about the:h~· 
sons. 
The focuses during the interviews were also compared with the 
mothers' attitudes toward their own childhoods. 
TABLE 23. 
RELATIONSHIP BETWEEN FOCUS DURING INTERVIEWS AND 
MOTHER1S ATTITUDE TOWARD OWN 
CHILDHOOD 
Attitude to 
Childhood 
Very happy 
Fairly happy 
Rather unhappy 
Markedlv unhannv 
Major 
In. -A. 0. 
1 
.3 z 
1 
Focus 
Partial 
In. -A. 0. 
1 
3 
1 
4 
_l 
Indirect 
In. -A. 0. 
2 1 
1 1 
This data points out that si.Jt of the seven mothers of acting out 
boys and all three of the mothers of inhibited boys, who presented their 
childhoods as unhappy to some degree, focused on their so·ns partially 
or indirectly; whereas, four of the seven mothers of inhibited boys and 
two of the three mothers of acting out boys, who presented their child-
hoods as happy, placed major focus on their sons. The prior informa-
tion which indicated that unhappy situations seem to be perpetuated 
' ' 
from generation to generation did not focus mainli'on their sons and 
presented more complex situations. 
Where the mothers placed primary responsibility for their sons' 
problems was explored. The most significant difference in. the two 
groups is the fact that half of the mothe7s 6f acting out boys viewed their 
their sons' difficulties as due to factors beyond the mother's or family's 
' 
control, such as bad companions, lack of understanding by school author-
ities, etc., or to adverse acts of fate like illness, death, divorce, loss 
of employment, etc. 
TABLE 24. 
WHERE MOTHER PLACES PRIMARY RESPONSIBILITY FOR THE 
CHILD'S PROMBLEM 
Where Responsf- Inhib. Act. 0. 
bility Placed Group Group 
Self blame 4 3 
.. 
Projection on father 3 2 
Environment - acts of fate 2 5 
Physical disability 1 0 
All the mothers who projected the responsibility did so onto the 
father of the boys,' either equating the boys with the "badnesstt of the 
fathers or deriding the fathers for lack of interest in or inability to 
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discipline their sons. The seven mothers who internalized the blame 
strongly felt that, in some way, they had failed their children and were 
·. 
11 bad mothers". One mother of an inhibited boy, pressured by the school 
to come to the clinic, insisted that her son's symptoms were due solely 
' 
to his. poor eyesight. Except for the already noted fact that hal£ of the 
mothers of acting out boys assigned responsibility to external situations, 
there does not seem to be any marked difference between the two groups. 
The indications that the mothers gave regarding their perceptions 
of the problems' treatibility by the clinic were also explored. Slightly 
more mothers of inhibited children felt that the clinic would or might 
help than did the other group of mothers. 
TABLE 25. 
MOTHER'S PERCEPTION OF PROBLEM'S TREATABILITY 
Treatability 
Clinic will help 
Clinic may help 
Doubtful clinic can help 
Clinic cannot help 
Inhib. 
qroup 
1 
4 
4 
1 
Act. 0. 
Group 
1 
2 
7 
0 
The mothers' perceptions of the problems• treatability were com-
pared with where they placed primary responsibility for the problems. 
TABLE 26. 
RELATIONSHIP BETWEEN PERCEPTION OF TREATABILITY 
AND WHERE RESPONSIBILITY PLACED 
W~ere Responsi-
bility Placed 
Self blame 
Will 
In. -A. 0. 
1 
Treatability 
May Doubtful 
In. A. 0. In. -A. 0. 
3 1 2 
Cannot 
In. -A. 0. 
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Projection 
Environment 
Physical dis. 
Will 
In. -A. 0. 
1 
May 
In. -A. 0. 
1 
1 1 
Doubtful 
In. -A. 0. 
2 1 
1 4 
Cannot 
In. -A. 0. 
1 
The information most significantly shows that four of the five 
mothers of acting out boys and one of the tw? mothers of inhibited boys, 
who placed the responsibility on the environment or acts of fate, as well 
as one of the two mothers of acting out boys and.two of the three mothers 
of inhibited boys, who projected responsibility, were doubtful about the 
treatability. On the other hand, three of the four mothers of inhibited 
boys and one of the three mothers of acting out boys, who internalized 
the blame, felt that the clinic would or might help. There is some indi-
cation in this data that a mother who feels largely responsible for her 
child's problem may be more hopeful about the problem's treatability; 
whereas, a mother who defends against involving herself tends to be less 
hopeful. 
The next two areas explored were where the mothe.rs placed res- · 
ponsibility for working on the problem and the mothers' attitudes toward 
accepting help. 
Responsibility for working on the problem was assessed in relation 
to the degree that the mother tended either to hand the problem over to 
the clinic, or came dutifully to the clinic while strongly indicating that 
she felt the clinic to be just a minor adjunct to her handling of the prob-
lem. Exploration in this area indicated that nine of the mothers of 
acting out boys felt that the clinic should do all or most of the work on 
the problem; whereas, six of the mothers of inhibited boys felt that the 
major responsibility for working on the problem lay with themselves. 
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TABLE 27. 
WHERE MOTHER PLACES RESPONSIBILITY 
FOR WORKING ON THE PROBLEM 
Who will work Inhib. Act. 0. 
on Problem Group Group 
Clinic will do everything 2 4 
Clinic will do most of work 0 5 
Clinic and mother will do work 2 0 
Mother must do most of work 4; 1 
Mother must do all the work 2 0 
This data was compared with the mothers' attitudes toward their 
sons, where they p!a.ced primary responsibility for the problems, and 
their perceptions regarding treatability. 
The relationship between their attitudes toward their sons and 
where they placed responsibility for working on the problem strongly 
indicated that the bulk of the mothers, -- six out of seven in the acting 
out group and one out of two in the inhibited group -- who rejected their 
sons to some degree, expected the clinic to do all or most of the work 
on the problem; whereas, the majority of overprotecting mothers, --
four out of five mothers of inhibited boys -- saw themselves as being 
largely responsible for the handling of their sons 1 problems. 
TABLE 28. 
RELATIONSHIP BETWEEN MOTHER'S ATTITUDE 
TOWARD CHILD AND WHERE SHE PLACES RESPONSIBILITY 
FOR WORKING ON THE PROBLEM 
Attitude 
Ace. -warm 
Overprot. 
Ambiv. 
Clinic All 
In. -A. 0. 
1 
1 
Responsibility for Work 
Clinic Most Mo. &: Cl. Mo. Most Mo. All 
In. -A. 0. In. -A. 0. In. -A. 0. In. -A. 0. 
,_ - - - -- 1-
- - 1 - 3- 1-
.;:_ 2 1 - -- --
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Clinic All Clinic Most Mo. & Cl. Mo. Most Mo. All 
In. -A. 0. In. -A. 0 In. -A. 0. In. -A. 0. In. -A. 0. 
Some rej. 1 3 2 1 
Overt rej. 1 .- 1 
The -relationship between where the mothers placed responsibility 
for the problem and where they placed responsibility for working on the 
.problem most significantly indicated that, in spite of'where blame was 
placed, the mothers of the acting out boys predominantly placed the prob-
lems in the clinic 1 s hands for treatment, and the mothers of the inhibited 
-
boys either felt that they and the clinic or they and secondarily the clinic 
must work on the problem. 
TABLE 29. 
RELATIONSHIP BETWEEN WHERE MOTHER PLACES RE-
SPONSIBILITY FOR THE PROBLEM AND WHERE SHE PLACES 
RESPONSIBILITY FOR WORKING 01'{. THE PROBLEM 
Work on Problem 
Where Responsi- Clinic All Clinic Most CL & Mo. Mo. Most Mo. All 
bility Placed ln. -A. 0. In. -A. o. In. -A. 0. In.-A.O. ln.-A.O. 
Self blame 1 2 2 1 1 
. Projection 1 1 1 2 
Environment 1 3 2 1 
Physical Dis. 1 
Apparently, whether the blame was internalized or projected onto 
father or the environment, the bulk of mothers of acting out boys ap-
peared, at intake, less willing to involve themselves in treatment than 
did the other group of mothers. 
The relationship between the mothers 1 placement of responsibility 
for work on the problems and their perceptions regarding treatability, 
likewise, indicates that, irregardless of whether the mothers were con-
fident or doubtful about the treatability, the mothers of the acting out boys 
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primarily placed responsibility for treatment with the clinic and the 
mothers of inhibited boys felt themselves mainly responsible for handling 
the problems.· 
TABLE 30. 
RELATIONSHIP BETWEEN MOTHER'S PERCEPTION 
OF TREATABILITY AND WHERE SHE PLACES RESPONSI-
BILI'rY FOR WORKING ON THE PROBLEM ' 
Work on Problem 
Treatability of Clinic All Clinic Most Mo. & Cl. Mo. Most Mo. All 
Problem In. -A. 0 .. ln. -A. 0. In. -A. 0. ln. -A. 0. In. -A. 0. 
Will help - - - 1 1 - - - - -
May help 1 1 - 1 1 - 2 -± -! -! 
Doubtful 1 3 1 3 
- -
2 1 1 -'± .. 
Cannot 
- - - - - - - -
1 
-
, 
The mothers' attitudes toward accepting help gaye some further 
indication that the mothers of acting out boys were less willing to involve 
themselves in treatment. Although, about half of the mothers in each 
group were ambivalent about treatment, four mothers of inhibited boys, 
as opposed to only two mothers of acting out boys, appeared accepting of 
treatment for both themselves and their sons; and, three mothers of actin 
out boys indicated that they would be accepting only of treatment for their 
sons. 
TABLE 31. 
MOTB;ER'S ATTITUDE TOWARD ACCEPTING HELP 
Attitude Toward Help Inhib. Act. 0. 
Group Group' 
Accepting for self and child 4 2 
Accepting only for self 
- 1 
Accepting only for child - 3 
Ambivalent for both 5 4 
Resistant for both 1 
-
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. 
This data was compared with both where the mothers placed respon 
sibility for the problems· and where they placed responsibility for working 
on the problems. 
TABLE 32. 
RELATIONSIDP BETWEEN WHERE MOTHER PLACES 
. 
RESPONSIBILITY FOR PROBLEM AND ATTITUDE TOWARD 
Responsibility 
for Problem 
Self blame 
Projection 
Environment 
Physical.dis. 
ACCEPTING HELP 
Attitude Toward Help 
Self & Ch ChildOnly Self Only Am. Both 
In. -A. 0. In. -A. 0. In. -A. 0. In. -A. 0. 
3 1 1 1 1 
1 1 2 1 
1 1 1 2 2 
Resis. Both 
In. - A. 0. 
1 
The relationship between where the mothers placed responsibility 
· for the problems and their attitude toward accepting help gives some indi-
cation that the mothers who internalized the blame were slightly more 
accepting of involving both themselves and their sons in treatment than 
were the mothers who placed responsibility outside of them.selves. How-
ever,. this data does not point up any significant differences between the 
. two groups of mothe.rs. 
The relationship between where they placed responsibility for work-
ing on the probl'ems and attitudes toward accepting help does not seem to 
point up any significant relationships, since those mothers with the most 
frequent attitudes toward accepting help, i.e., either accepting of or 
ambivalent about treatment both for themselves and their children, ,;_;,,·. 
scattered responsibility for working on the problem throughout all the 
categories. 
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TABLE 33. 
RELATIONSHIP BETWEEN WHERE MOTHER PLACES 
RESPONSIBILITY FOR WORKING ON PROBLEM AND ATTI-
TUDE TOWARD ACCEPTING HELP 
Work on Problem 
Attitude Clinic All CL Most Cl. & Mo. Mo. Most Mo. All 
To"o/ard Help In. -A. 0. In. -A. 0. In. -A. o. In. -A. 0. In. -A. 0. 
Self and child 1 1 1 1 2 
Self only 1 
Child only 1 2 
Ambiv. both 1 1 .2 1 2 1 1 
. Resis. both 1 
The only possibly significant information in this comi:>arison is the 
fact that the three mothers of acting out boys who indicated a disinclina-
tion to involve themselves and the one mother of an acting out boy who 
seemed to be asking for help mainly for herself placed responsibility for 
work on the problem with the clinic. However, this information is too 
meager to justify any speculation. 
SECTION 3 
DISPOSITION AT END OF INTAKE AND BRIEF FOLLOW- UP 
At the end of intake, the clinic recommended treatment for mother 
and child in nine of the acting out cases and in nine of the inhibited cases. 
Consultation service was offered to the mother of one inhibited boy, who 
was not felt to be manifesting problems warranting treatment; and place-
ment was recommended for one acting out boy. Treatment was accepted 
by all nine of the mothers of acting out b~ys and by eight of the mothers of 
inhibited boys. The mother of the inhibited boy who rejected treatment 
was the one who had steadfastly insisted that her sons' difficulties were 
50 
due to his poor eyesight. Interestingly, both the case that was offered 
consultation service, which probably involved the least pathology, and the 
case where placement of the child was recommended, which probably 
manife~ted the most seve:re pathology, rejected the clinic's suggestions 
and withdrew at the end. of intake. 
A brief follow-up was done on those cases that accepted treatment. 
' The average length of time that the acting out cases remained in treatment 
was fifteen ~nd one-half months, and for the inhibited cases eight months. 
Why treatment was stopped when it did, and the amount of improvement 
achieved at the end of treatment, were also considered. Six of the acting 
out case's and five of the inhibited cases withdrew from treatment, and 
three in eac·h g':'oup were closed. This high percentage of withdrawals 
may, in part, be due to the fact that many of the mothers probably were 
poorly motivated for treatment, since they came to the clinic at a time 
of stress and often under pressure from the school or community. Five 
of the inh:ibited cases were considered either improved or somewhat im-
proved at the end of treatment; whereas, only three of the acting out cases 
were so classified. Three of the inhibited group and six of the acting 
out gropp were felt to be only slightly improved or showing no improvemen 
at the end of treatment; 
TABLE 34. 
AMOUNT OF IMPROVEMENT IN CASES CLOSED OR WITHDRAWN 
Amount of 
Improvement 
Improved 
Some improvement 
Slight improvement 
No improvement 
Closed 
Inhib. -Act. 0. 
3 1 
1 
1 
Withdrawn 
Inhib. - Act. 0. 
2 
1 
2 
1 
3 
2 
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For bqth groups there is some relationship between the length of 
. • I 
time that treatment was continued and the amount of improvement; al-
. . 
though the acting out group showed less improvement than the inhibited 
. 
group in spite of more extensive treatrn.ent. 
TABLE 35. 
RELATIONSHIP BETWEEN AVERAGE LENGTH 
OF TREATMENT AND AMOUNT OF IMPROVEMENT 
Amount of 
Improvement 
Improvement , 
Some improvement 
Slight improvement 
No improvement 
11 
13 
1 
1 
Avera;ge Length of Treatment 
Inhib. Group Act. 0. Group 
1/2 months 37 months 
months 15 1/2 months 
month 10 months 
l/2 months 1 month 
The more discouraging picture presented by the acting out group, 
prognosis-wise, is intensified by the information that one case in this 
group was closed as unimproved with the boy1 s commitment to a cC!Jrrec-
tional institution; one case was withdrawn following the clinic 1 ~ recom-
.mendation for a residential treatment placement for the boy, (which was 
acted upon a year later); and by the information received four years after 
termination of treatment that two acting out boys, one considered some-
what improved arid one slightly improved, had been committed to cor-
rectional institutions. 
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CHAPTER V 
SUMMARY AND CONCLUSIONS 
This has been a study of the attitudes, indicated at intake, by 
mothers of acting out boys toward their sons and their sonst problems, as 
well as of the information that the mothers gave regarding their own 
early life. 
In order to determine whether the information and attitudes of thes 
mothers suggested any factors that might be specific to them, a compari-
son group of mothers of inhibited boys was selected. The cases were 
matched according to the age, sex, and symptom of the children. 
The first area explored was the factual data given by the mothers 
regarding the family constellation and situation. It was seen that the ma-
jority of mothers in both groups were between thirty and thirty-five 
years old, and that there was no significant difference in the religious af-
filiations and economic status of the two groups of families. Although there: 
were slightly more children in the families of the acting out boys, both 
groups of families generally had between one and three children. The 
fact that almost half of the acting out boys were living only with their 
divorced mothers and had no father figures in the home seems significant; 
and speculations are aroused as to the dynamics involved in this group of 
motherst relationships with males. It was found, also, that more than 
half of the mothers of acting out boys, in contrast to only one mother in 
the other group, were working away from the home during the day; and 
that, during their absence, these working mothers provided inadequate 
supervision for their sons. All this information seems to indicate that 
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there may be less cohesiveness and structure to the families of the acting 
out group. 
The information that the mothers gave regarding the sources that 
recommended the clinic, the precipitating factors in coming, as well as 
the duration of the problems and prior attempts to cope with them were 
next examined. 
It was found that most of the mothers of acting out boys were self 
referred or referred by another member of the family. This was not ex-
pected, since, in view of the symptoms of these boys, it had been expected 
that persons or agencies outside of the family might have been the pre-
dominant referring sources. However, the majority of the mothers of 
acting out boys cited that anti-social acts by their sons had precipitated 
their contacting the clinic. This was in marked contrast to the fad that 
almost all of the mothers of the inhibited boys gave poor school achieve-
ment as the precipitant. The mothers of the acting out boys had been con-
cerned about their sons for a much longer period of time than had the 
mothers in the comparison group, with :most of them stating that they had 
been concerned since either their son's infancy or pre-school years. Thes 
m.others also had taken more active steps to cope with the problems, than 
had the mothers of the inhibited children. Half of the mothers of acting 
out boys had previously sought the help of other social or psychiatric ser-
vices, although none of the mothers of the inhibited children had done this. 
The obvious fact that the behavior of acting out children is not easily 
ignored and that their parents can't as readily take refurge in the hope that 
symptoms will be outgrown is possibly the main reason why many of these 
mothers had previously sought help. 
The first area explored in relation to maternal attitudes was the 
, 
mothers' attitudes toward their own childhood. Also examined were any 
discernible traumatic event or condition that occurred during the mothers' 
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childhoods. These traumas included the loss of father through death, 
desertion or divorce and the mental illness or alcoholism of a parent. 
The majority of mothers of acting out boys, in contrast to only a small 
, 
minority of mothers in the comparison group, experienced such trauma. 
These traumas correlated highly with the mothers' attitudes toward their 
own childhoods, with more than hal£ of the mothers of acting out boys 
and one mother of an inhibited boy who reported these unfortunate situ-
ations indicating that theyfelt that their childhoods were either rather or 
markedly unhappy. In general, most of the mothers of acting out boys, 
as opposed to .only a few of the mothers in the other group, remembered 
their childhqo ds as being unhappy. 
Eight mothers in both groups gave sufficient information about 
their own mothers' attitudes toward them to warrant conclusions. Hal£ 
of the mothers of acting out boys, who gave this information, indicated 
that they felt that their mothers had been rejecti~g to some degree; while 
more than half of the mothers of the inhibited boys, who gave information 
in this area, indicated that their mothers had been either accepting and 
warm, overprotecting, or ambivalent. 
All this would seem to strongly suggest that the mothers of the 
acting out boys not nnly endured more actual unfortunate childhood ex-
periences, but generally perceived their mothers' attitudes toward them, 
as well as their entire childhoods, as being adverse. 
Before the exploration of the mothers' attitudes toward their child-
ren, the traumas in the children's lives were examined. These included 
loss of father through death or divorce, remarriage of mother, place-
ment, physical abuse,_ serious illness of mother or child, and delinquency 
of father. It was found that the majority of the acting out boys, in con-
trast to less than hal£ of the inhibited boys, had suffered some traumas or 
traumas, which, also, were generally more severe than those of the 
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comparison group. In half of the acting out cases, when there had been 
. 
some breakdown in the family structure during the mother 1 s childhood, 
there appeared to be similar and probably grosser family breakdown in 
the pres~nt situations. This would seem to indicate that such family 
situations tend to be perpetuated fro.;m one generation to another. How-
ever, in the comparison group, there was no apparent reenactment of 
family breakdown from generation to generation. 
In light of the boys' symptoms and situations, their mothers' per-
ceptions of their degree gf happiness was studied. All of the mothers of 
the acting out boys saw their sons as being either rather or markedly 
unhappy; whereas, aimost half of the other group of mothers felt that 
their sons were very or fairly happy. Without attempting to speculate 
about the unconscious motivations of these perceptions, it would seem 
that the perceptivity of the mothers of the inhibited boys should be ques-
tioned; since all of these boys had some presenting symptom that indi-
cated either fearfulness, timidity, or anxiety. 
The evaluation of the mothers' overall attitudes toward their sons 
showed that most of the mothers of the acting out boys were overtly 
rejecting to some degree; whereas, most of the mothers in the other 
group were either accepting and warm, ambivalent, or overprotecting, 
with the preponderant number of them being overprotecting. This data 
1 
would seem to be in accord with Gordon Hamilton's comments that the 
child who acts out has usually had little love; and that the inhibited child 
has experienced some love although not good or consistent enough. 
_Maternal attitudes toward their children were compared with the 
mothers' attitudes toward their own childhoods. It was found that almost 
all of the mothers in both groups who perceived their childhoods as un-
1 
Gordon Hamilton, op. cit. , p. 75. · 
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happy ~ere rejecting toward their children; and, conversely, that the 
mothers who remembered their childhoods as happy were either accepting 
and warm, overprotecting or ambivalent. This information, too, sug-
ges.ts the repetition of situations from generation to generation, as well 
as the notion that only as a mother has been given to as a child will she 
be able to give to her own child. 
' In methods of supervision and controlling the children, there was a 
sharp contrast between the two groups of mothers. Almost all of the 
mothers of acting out boys supervised inconsistently and erratically1 
seeming to swing from stringent and harsh supervision to enticing ap-:-
peasement. The mothers of the inhibited boys were primarily rigid in 
supervising, tending to be overly restrictive and confining. It was found, 
also, that almost all of the rejecting mothers supervised inconsistently, 
whereas, most of the overprotecting mothers supervised rigidly. 
The mothers' attitudes toward their sons' problems were studied 
in relation to the amount of focus they placed on the children during the 
intake interviews, where they placed primary responsibility for the 
problems, their perceptions regarding tr.eatability of the problems, 
where they placed responsibiliW for working on the problems, and, finally 
their attitudes toward accepting help. 
More than half o£ the mothers in both groups did not focus primarily 
on the child, and generally discussed their own personal unhappiness 
during the intake interviews. However, a comparison of this data with 
the motherst' attitudes .toward their sons indica ted that the majority o£ 
rejecting mothers did not place the major focus on their sons, and that 
the overprotecting mothers seemed to either discuss their sons1 diffi-
culties to the exclusion of all else or took the other extreme and dis-
cussed their sons only indirectly. The focuses of the interviews were 
also correlated with the mothers' attitudes toward their own childhoods; 
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and this information quite .. pronouncedly indicated that the mothers who had 
had unhappy childhoods tended not to focus primarily on their sons, and 
that, conversely, the mothers with happy childhoods tended to place ma-
jor focus on their sons. The earlier findings that pointed up the fact that 
unhappy situations often are perpetuated from generation to generation 
may be one of the reaso~s why the mothers with unhappy childhoods were 
unable to focus primarily on their sons, and presented the clinic with a 
complexity of intrafamilial problems. 
Where the mothers placed primary responsibility for the problems 
was scattered in bo~h groups, except for the significant fact that half of 
the mothers of acting out boys viewed their sons' difficulties as due to 
factors, like environmental conditions and adverse acts of fate, that were 
beyond the family control. All of the mothers in both groups, who pro-
jected the responsibilityyonto another person, did so onto the fathers of 
the boys; and less than half of the mothers in both groups internalized 
the blame. 
The mothers 1 perceptions regarding the treatability of the problems 
showed that 1:llightly more mothers of inhibited boys were hopeful in this 
regard than were the mothers of the acting out boys. ·The relationship 
between perceptions regarding treatability and placement of responsibility 
for the problems showed that those mothers who placed responsibility out-
side of themselves, either by blaming environmental factors, acts of_. 
fate, or fathers, were less hopeful about treatability than were those 
mothers who were self-blaming. The fact that those mothers who defen-
ded against seeing their own roles in the childrents problems tended to 
be doubtful about whether or not the problems could be helped very strong 
ly suggests that these mothers may have greater unconscious needs for 
the continuation of the problems. 
Where the mothers placed responsibility for working on the problem 
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was evaluated in terms of the degree to which they tended to either sur-
render the problem to the clinic or indicated that they just wanted the 
clinic to be of assistance to them in handling the problem. Almost all of 
the mothers of acting out boys quite obviously indicated that they expected 
the clinic to do all or most .of the work on the problem, and most of the 
mothers of inhibited boys indicated that they and the clinic together, or 
they and secondarily the clinic, must work on the problem. When this 
information was compared with the mothers' attitudes toward their chil-
dren, as was expected, the rejecting mothers in both groups generally 
handed the problem over to the clinic and the overprotecting mothers felt 
themselves to be largely r~sponsible for work on the problem. 
Placement of responsibility for working on the problems was, also, 
compared.with both where the mothers placed primary responsibility for 
the problems and their perceptions regarding treatability. However, re-
ge~:rdless of where the mothers placed responsibility for the problems or 
their perceptions regarding treatability, for the most part, the mothers 
of the acting out boys expected the clinic to do most of the work and the 
other group of mothers felt that they should do the most work. 
The mothers1 attitudes toward accepting help gave further indication 
that the mothers of the acting out boys were less willing to involve them-
selves in the helping process. Even though about half of the mothers in 
both groups were ambivalent about accepting treatment for themselves 
and their sons, more mothers of inhibited boys were accepting for both, 
whereas, severa mothers of acting out boy~ appeared accepting only for 
their sons. Those mothers who internalized the blame were somewhat 
more willing to accept help than were those mothers who put responsibility 
outside of themselves. 
Contrary to what had been expected, there was no apparent rela-
tionship between. where the mothers placed responsibility for working on 
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the problems and their attitudes toward accepting help. The mothers in 
both groups with the most frequent attitu,des toward help, i.e., either 
accepting or ambivalent for themseles and their child, scattered respon-
sibility for working on the problem from the clinic doing all the work 
through the mother doing all the. work. 
At the end of intake, the clinic recommended treatment for mother 
and child in nine cases in each group, and all of the mothers of acting out 
children and eight mothers of inhibited children accepted. In one case of 
an acting out child, placement was recommended £or the child; and in one 
case o£ an inhibited child, consultation service was offered to the mother. 
Both o£ these last recommendations were rejected and the mothers 
withdrew. 
For those nine acting out cases and eight inhibited cases, who ac-
cepted treatment, there was a high percentage o£ withdrawals following 
some treatment. This may have been due to the £act that many of the 
mothers were poorly motivated £or treatment, since they came to the 
clinic in times of stress or under pressure from the schools. There was 
some relationship between the length of time that each case remained in 
treatment and the amount o£ improvement achieved; although there was 
less improvement in the acting out cases, in spite of the fact that they 
generally remained in treatment longer than the other group. It was 
noted also that one acting out case was closed with the boy's commitment 
to a correctional institution; one acting out case was closed with the rec-
ommendation £or a residential treatment placement for the boy; and two 
b oys in the acting out group were commited to correctional institutions 
some time after the termination of treatment. 
There does not seem to be any question but that the acting out cases 
indicated grosser pathology, both as regards the total family situations 
and the maternal attitudes toward their children. While unfavorable 
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mother-child conflicts undoubtedly existed in both groups, the mothers of 
the acting out children clearly appeared, often in r.elation to their own 
early deprivation, less able to either give as much to their children or to 
see their own roles in the children's problems. 
Ano:ther striking fact is that so many of these mothers lost their 
male parent in childhood, and then, in adulthood, made poor marriages 
and had sons who developed emotional problems. This would seem to 
suggest that the unconscious meaning of a male child to this group of 
mothers may be of vital importance and warrants further study. This 
speculation has many implications for treatment; since only when the 
nature of what these boys and their anti- social beh~vior means to these 
mothers is better understood can more successful casework techniques 
be developed. 
Throughout this study, there was repeated indication, with the acting 
out group, that unhealthy family situations tend to be perpetuated from 
generation to generation, often with more deterioration in the later gen-
eration. This would seem to have tremendous implications for the field 
of prevention, and gives impetus to the need for developing new methods 
of prevention. 
In general, Ibt would seem that the caseworker, when working with 
the mothers of acting out children, will have to be particularly cognizant 
of these mothers' great need for help for themselves; and that only by 
first helping these mothers with their own conflicts can their children 1 s 
problems be resolved. 
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APPENDIX A 
SCHEDULE 
A. Information about Mother 1 Child and Family 
1. Mother 
a. Age 
b. Occupation 
2. Child 
a. Presenting problem 
b. Age 
c. Grade in school 
d. Parents in the home 
3. Father 
a. Age 
b. Occupation 
4 .. Family 
a. Economic Status 
b. Number of siblings 
c. Religion 
B. Information Given about Child1 s Problem 
1. Source that recommended family contact clinic 
a. Within family 
b. Family doctor 
c. School 
d. Social or psychiatric service 
e. Court 
f. Other 
2. Precipitating factor in coming to clinic 
a. Anti- social act by child 
b. School failure 
c. Recent onset of symptoms 
d. child presenting new symptom 
e. Other 
3. Duration of problem 
a. Since infancy 
b. Since pre- school years 
c. Since attending school 
d. Onset since specific incident 
4. Breakdown of symptoms presented by child 
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C. Mother's Attitude Toward Own Childhood 
1. Traumatic conditions or events 
z. Mother's perception of own childhood 
a. Very happy 
b. Fairly happy 
c. Rather unhappy' 
d. Markedly unhappy 
2. How mother presents own mother 1 s attitude toward her 
a. Accepting and warm 
b. Overprotecting 
c. Ambivalent 
d. Some rejection 
e. Overt rejection 
f. Undetermined 
D. Mother's Attitude Toward Child 
1. Traumatic donditions or events in child's life 
Z. How mother sees child as feeling 
a. Very happy 
b. Fairly happy 
c. Rather unhappy 
e. Markedly unhappy 
3. Mother's attitude toward child 
a. Accepting and warm 
b. Overprotecting 
c. Ambivalent 
d. Some rejection 
e. Overt rejection 
4. Mother 1 s method of supervising and controlling child 
a. Firm but flexible · 
b. Rigid 
c. Lax 
d. Inconsistent and erratic 
E. Mother's Attitude Toward Child's Problem 
1. Focus on child during interviews 
a. Major 
b. Partial 
c. Discussed indirectly 
2. Where mother places primary responsibility for problem 
a. Self blame 
b. Projection onto other family members 
c. Environment or acts of fate 
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d. Physical disability 
3. M0ther1 s perception of problem's treatability 
a. Clinic will help 
b. Clinic may help 
c. Doubtful clinic can help 
d. Clinic cannot help 
4. Where mother places responsibility for working on problem 
a. Clinic must do. everything 
b. 'clinic must do the most work 
c. Clinic and self will do the work 
d. Mother must do the most work 
e. Mother must do.all the work 
5. Mother's attitude toward accepting help 
a. Accepting for self and child 
b. Accepting only for child 
c. Accepting only for self 
d. Ambivalent for both 
e. Resistant for both 
F. Disposition at End of Intake and Brief Follow-up 
1. Clinic's recommendation 
a. Treatment for mother and child 
b. Treatment for child 
c. Consultation service to mother 
d. Placement of child 
e. Treatment not necessary 
2. Mother's reaction to recommendation 
,a. Accepts 
b. Rejects and withdraw,s 
3. Follow-up on cases accepting treatment 
a. Length of treatment 
b. Why treatment stopped 
c. Amount of improvement at end of treatment 
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CASE NO. 
I-1 
I-2 
I-3 
I-4 
I-5 
I-6 
I-7 
I-8 
I-9 
I-10 
CASE NO. 
A-1 
A-2 
A-3 
A-4 
A-5 
A-6 
A-7 
A-8 
A-9 
A-10 
APPENDIX B 
FAMILIES OF INHIBITED BOYS 
OCCUPATION OF FATHER OCCUPATION OF MOTHER 
Taxi Driver At home 
. 
Runs Nursery School Runs Nursery School 
Insurance Agent At Home 
Truck Driver Stitcher 
Tool Maker At Home 
Research Tester At Home 
Factory Worker At Home 
Factory Worker At Home 
Salesman At Home 
Own Business At Home 
FAMILIES OF ACTING OUT BOYS 
INCOME STATUS RELIGION 
Low Jewish 
Moderate Undetermin 
Moderate Catholic 
Moderate None 
Moderate Protestant 
Moderate Catholic 
Moderate Protestant 
Low Catholic 
Moderate Jewish 
Moderate Undetermhe 
OCCUPATION OF FATHER OCCUPATIONOFMOTHER INCOME STATUS .RELIGION 
Hospital Attendant 
Accountant 
Shoe Cutter 
Stock Clerk 
House Painter 
Insurance Agent 
Dancing Teacher 
Bookkeeper 
Hairdresser 
Factory Worker 
At Home 
Clerical Work 
Factory Work 
At Home 
At Home 
At Home 
Moderate 
Low 
Moderate 
Moderate 
Low 
Moderate 
Low 
Low 
Moderate 
Moderate 
Protestant 
Protestant 
Undetermin 
Catholic 
Catholic 
Undeter. 
Catholic 
Jewish 
Mixed 
Catholic 
d 
APPENDIX C 
BREAKDOWN OF SYMPTOMS PRESENTED BY 
THE TWO GROUPS OF BOYS 
Symptom Number in Each Groul? 
Inhib. Act. 0. 
Poor school achievement 9 2 
Disobedience 0 7 
Play with matches, fire setting 0 6 
Sensitive 6 2 
Cries often 6 1 
No friends 6 3 
Stealing 0 5 
Daydreams 5 0 
Nightmares 2 4 
Poor school adjustment 3 4 
Lying 0 4 
Hypersensitive 1 4 
Nervous habits 4 3 
Destructive 0 4 
Fears 4 1 
Won1 t listen 4 0 
Enuresis 1 3 
Cruelty 0 3 
Temper tantrums 0 3 
Can't concentrate 3 0 
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Case 
APPENDIX D 
RELATIONSHIP BETWEEN TRAUMAS IN THE 
LIVES OF THE ACTING OUT BOYS AND TRAUMAS 
IN THE CHILDHOODS OF THEIR MOTHERS 
Mother 1 s Trauma Child1 s Trauma 
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